Crohn's disease (CD) is a chronic inflammatory condition of the gastrointestinal tract that can give rise to strictures, inflammatory masses, fistulas, abscesses, hemorrhage, and cancer. This disease commonly affects the small bowel, colon, rectum or anus. Less commonly, it affects the stomach, esophagus and mouth. Often, the disease affects multiple areas of the gastrointestinal tract. The cause of CD is not known and there is no curative treatment. The current medical and surgical treatment is effective in controlling the disease, but even with optimal treatment, recurrences and relapses are frequent.
I N T R O D U C T I O N
Crohn's disease (CD) is a chronic granulomatous inflammatory disease of the gastrointestinal (GI) tract with characteristic presentation of abdominal pain and diarrhea, which may be complicated by intestinal fistulization or obstruction. This disease usually affects the small intestine, colon or anus. Rarely, it can appearе in other parts of the gastrointestinal tract -stomach, esophagus and mouth and may exist at several places simultaneously. Crohn disease is an idiopathic disease and is believed to be the result of an imbalance between proinflammatory and anti-inflammatory mediators. Unpredictable flares and remissions characterize the long-term course (1) (2) (3) . Despite significant progress in the medical treatment of Crohn's disease, most patients eventually require surgery. The combined approach in the treatment of this disease, including the drug treatment and timely surgical intervention (4) , is the optimal treatment of this disease, thereby improving the quality of patient's life and reducing the costs of treatment (5) . The aim of the surgical treatment is to achieve "long -lasting sympthomatic relief".
Nearly 70-90% of Crohn's disease patients will undergo at least one operation during the course of CD (6, 7) . Intestinal resection and surgery for perianal fistulas are the most common procedures. Indications for surgical intervention include obstruction, intra-abdominal or perianal abscess, enterocutaneous fistulas, and complex perianal disease. As medical therapies continue to improve, it is important that surgical therapies are chosen carefully (8) . The postoperative complication rate following intestinal resection for CD is higher than for other benign diseases, despite the fact that most patients with CD are young and without significant comorbidities. Postoperative septic complications, including anastomotic leakages, enterocutaneous fistulae, and intraabdominal abscesses, are especially troublesome, with incidence rates ranging between 5% and 20% (9) (10) (11) and are often the underlying causes of postoperative death (12) . However, the risk factors for intra-abdominal septic complications (IASCs) which involve an anastomotic leakage, intra-abdominal abscess, or enterocutaneous fistula, still remain controversial. Some risk factors related to higher rates of IASCs include the following: preoperative steroids use (13, 14) , preoperative abscess (13, 14) , poor nutritional status (14, 15) , low albumin levels (16), advanced age (17, 18) , immune-modulating medications (19) , the method of anastomosis (20) , operating time (20, 21) , duration of symptoms leading to surgery (22, 23) , and a colo-colonic anastomosis.
According to Yung et al. (24) 
A I M S
The aim of the paper was to present a case of a patient with CD, subjected to surgical treatment, and postoperative anastomosis-related intra-abdominal septic complication. In the further text, we shall discuss certain perioperative conditions and parameters as possible risk factors for IASCs in this case report.
C A S E R E P O R T
We report a case of a 19-year -old male patient that presented as a medical emergency with severe pain in the stomach, absence of stool and winds in duration of four days prior to admission to our hospital. From his medical history, we found that six months previously he had been diagnosed with Crohn's disese following colonoscopy with ileoscopy and biopsy, after which CD was pathologically verified. Inital symptoms were pain in the right lower quadrant of the abdomen and diarrhea. The patient was treated with Salofalc (Mesalazine) 2 x 500mg for the previous six months and had a considerable amelioration of the symptoms until this episode.
On the day of admission, the patient was afebrile and looked severely ill. He underwent several diagnostic procedures: RTG of the abdomen, which revealed hidroaeric levels in formation; abdominal ultrasonography that indicated distended small bowel loops but without fluid in the abdomen, and finally abdominal CT with intravenous contrast which confirmed obstruction in the region of the terminal ileum. Laboratory analysis showed the following (Table 1) : mild leucocytosis (11.3 x 1000/ml), significant anaemia (Hgb 95 g/dl, Er 2.93, Hct 0.261), hypoalbuminemia (20g/l) including low total protein level (47 g/l), and elevated marker of inflammation (CRP 64 mg/dl). After appropriate preoperative preparation and appropriate fluid and electrolyte substitution, the patient was transferred to the operating room. Intraoperative finding was distended small bowel loops and the presence of a stenotic segment in the area of the terminal ileum, adhered to the mesocolon of colon ascendens. When we separated the mesocolon from the bowel loops we found a festering collection (Figure 1 and 2) . Copious lavage of the abdominal cavity and minimal bowel resection of the stenotic segment with creation of an ileo-colonic lateral-lateral manual anastomosis in two layers ensued. On the 8 th postoperative day, intestinal content appeared out of the abdominal drain, accompanied by fever and deterioration of laboratory parameters in terms of increase of the inflamation markers. We set an indication for revision. Intraoperative finding was a dehiscence of the anastomosis with the development of diffuse peritonitis. We made a lavage and created unipolar ileostomy. Two weeks later, the patient was sent home in good overall health condition and proper functioning of the ileostomy.
D I S C U S S I O N
There is a vast scientific debate about preoperative risk factors which may affect postoperative IASC manifestation in Crohn's desease patients. In our case, we noted several of the presumed risk factores -low total protein as well as albumin, anemia, elevated CRP and intra-abdominal abscess.
During an acute phase response, such as active Crohn's disease, albumin levels can fall (28) , and thus low albumin could be indicative of the disease state rather than nutritional status alone. There are studies that found albumin less than 3.0 mg/dL to be associated with an increased risk of IASC (29, 30) . Other studies using the same cutoff value, albumin < 3.0 mg/dL, did not find a similar association (31) (32) (33) . These results are further complicated by a study including preoperative nutritional supplementation in patients with albumin less than 3.0 mg/dL (31) . Moreover, albumin level less than 3.5 mg/dL (34, 35) and less than 4.0 mg/dL (36) were reported to have no association with IASC. A recent meta-analysis using many of these described studies found a correlation with low albumin and increased risk of IASC (37) , but the definition of low albumin is quite inconsistent in these studies making even the pooled results difficult to determine.
Studies that investigated the presence of intraabdominal abscess at the time of surgery for Crohn's disease found these patients at an increased risk of IASC (29, (38) (39) (40) . In contrast, abscess was not associated with abdominal complications in other studies (35, 36) . Some studies included abscesses that were drained preoperatively and found no association with abscess and postoperative IASC (36, 41) . A meta-analysis which included a large number of studies that discussed intra-abdominal abscess found an increased risk of IASC with intra-abdominal abscess. Thus, the risk of IASC is higher when an intra-abdominal abscess is present, but the risk is likely ameliorated if an abscess is drained preoperatively.
C O N C L U S I O N
The accent should be on the preoperative detection of the risk factors for IASC and preoperative preparation of patients, particularly nutritional supplementation and abscess drainage. Furthermore, in patients with multiple risk factors that cannot be optimized preoperatively, a diverting stoma should be considered instead of anastomosis as presented in this case report.
